A case of a patient with bilateral endophthalmitis and vertebral infection is presented here. The case presented with fever, general malaise, reduced vision and back pain for at least two weeks. Diagnosis was established by positive blood cultures together with ophthalmology review and radiological findings. Streptococcus dysgalactiae subspecies equisimilis was isolated from blood cultures. This case demonstrates the risks for older patients of developing invasive disease upon exposure to Streptococcus dysgalactiae, even if underlying diseases are absent.
Introduction
Endophthalmitis is an uncommon complication of bacterial infections, whilst spondylodiscitis is also a relatively uncommon cause of back pain. Streptococcus dysgalactiae could have aetiological importance in both inflammatory diseases in patients usually with underlying diseases, but such infection could be associated with no primary illness such as diabetes mellitus and heart disease.
We herein describe an extremely rare case of a 78-year-old previously healthy female patient with bilateral
Case Report
A previously healthy 78-year-old Japanese woman was referred to us from her physician at a local hospital. She first presented to the local hospital complaining of diarrhoea, abdominal pain, fever and lethargy. She had been under the treatment by her physician for presumptive acute enterocolitis with fosfomycin for a fortnight before she developed eye pain and reduced visual acuity. She also experienced increasing lower back pain. On initial presentation at our hospital, the patient was alert and fully oriented but looked generally unwell, lethargic and pyrexial at 39.0˚C. Her vision was highly deteriorated and limited bilaterally to light and dark perception only. Bilateral conjunctivitis, with erythema and purulent exudate, was present. There was also tenderness over the lumbar vertebrae but no neurological deficit was found on examination. Initial laboratory investigations revealed white blood cell count of 14.7 × 10 9 /L and normal liver and renal functions. C-reactive protein was raised to 228 mg/L. Glucose levels were normal upon repeated measurements with no evidence of diabetes mellitus. The findings from a chest radiograph and urinalysis were normal. CT of the chest and abdomen showed no signs of malignant tumours or active inflammatory diseases, while oesophagogastroduodenoscopy was unremarkable. Although transoesophageal echocardiography was not performed due to deterioration of her general condition, the physical findings and bedside echocardiography showed no particular signs of bacterial endocarditis. We have performed two sets of blood cultures at the time of admission, and both showed gram-positive cocci resembling Streptococcus, later speciation of which revealed a bacteraemia of β-haemolytic group G streptococci (Streptococcus dysgalactiae subspecies equisimilis).
Vitreal fluid aspirated from both eyes was purulent, but there was no growth from both direct and enriched cultures. Spinal tap was also performed but cerebrospinal fluid cultures were negative either. Fine needle biopsy of the spine was not performed. Magnetic resonance imaging (MRI) of the head was unremarkable, but spinal MRI, requested to investigate back pain, revealed surrounding inflammatory changes extending into both adjacent vertebral bodies at L4/5, in keeping with infective spondylodiscitis (Figure 1) . The 67 Ga scan showed areas of increased uptake around both eyeballs and lumbar vertebrae (Figure 2) . The patient was treated aggressively with intravenous fluid hydration and commenced on empiric antibiotics. Initial treatment included intravenous tazobactam/piperacillin for a week, followed by ampicillin and gentamicin for another fortnight, giving a total duration of three weeks of antibiotic therapy. An ophthalmology consult was obtained, and the patient was treated with intravitreal injections in both eyes with ceftazidime. A vitreal fluid aspiration was also performed, but with a complaint of intractable pain in the eyes, the patient eventually underwent a pars plana virectomy.
Outcome was generally favourable. The pyrexia abated, and low-back pain reduced progressively during the course of the medical treatment. The acute inflammatory parameters settled and there was no relapse during the follow-up period. The patient's intraocular inflammation subsided within a few days after vitrectomy, and so did the pain in the eyes as well as headache. The visual acuity, however, did not sufficiently improve and the best correct visual acuity remained counting fingers at 50 cm in the both eyes when she was discharged.
Discussion
Streptococcus dysgalactiae can be divided into 5 distinct subtypes, but human disease is most associated with Streptococcus dysgalactiae subspecies equisimilis, Lancefield serogroup G [1] . Empiric antibiotics were started prior to vitreal fluid aspiration and spinal tap, which was thought to have possibly sterilised the aspirates, but blood cultures at admission grew and identified Streptococcus dysgalactiae as the likely pathogen, and septic embolic phenomena to both eyes and vertebrae are considered to have caused the present patient's endophthalmitis and spondylodiscitis.
Endophthalmitis is an uncommon complication of bacterial infections, and although intra vitreal administra-tion of antibiotics is recommended, the prognosis for regaining sight in the affected eye remains poor. Bilateral endophthalmitis is even less common, and that as a complication of group G streptococcal endocarditis has been described before in the literature, but only twice to date [2] [3]. Interestingly, in our case, the patient had no known underlying disease, except for preceding abdominal symptoms. In the meantime, spondylodiscitis is also a relatively uncommon cause of back pain. Infection is believed to arise in most cases by haematogenous spread. Staphylococcus aureus is the most common causative organism but other Gram-positive bacteria could also have aetiological importance in spondylodiscitis patients with underlying diseases such as diabetes mellitus and heart disease. However, rare cases of spondylodiscitis without primary illnes caused by Streptococcus dysgalactiae subspecies equisimilis have also been reported [4] , which correspond with the present case.
To the best of our knowledge, this is the first report of combined onset of bilateral endophthalmitis and spondylodiscitis as manifestations of Streptococcus dysgalactiae infection subsequent to acute enterocolitis in a patient with no underlying diseases. The current case demonstrates the risks especially for older patients of developing invasive disease upon exposure to Streptococcus dysgalactiae subspecies equisimilis, even if classical underlying diseases such as diabetes mellitus or actual known cardiac diseases are absent.
